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The following cases are grouped because they have many factors
in common, together making a picture which, as far as I can discover,
has not been made plain in the literature on inflammations of either
the meninges or brain substance. None of them has the general color-
ing which we have learned to associate with epidemic encephalitis,
but the fact that they have come to notice during the period of incidence
of that disease and were not familiar to us before that time is enough
to make one cautious about asserting that the two conditions are entirely
unrelated. My patients all had evidence of systemic infection, as shown
by the presence of a changed blood picture, fever and general malaise.
The onset was acute\p=m-\in some cases sudden, with headache serving
as an inadequate warning of trouble to come. In all, a period of
stupor was followed by one of excitement or disorientation, which
lasted only a few days in most instances, to be followed, as a separate
episode, by focal cerebral palsy-hemiplegia, hemianopia, aphasia or

cranial nerve inadequacy. The rushing onset of optic neuritis late in
the illness, synchronizing with amelioration of symptoms previously
acquired, and its rapid amelioration in turn, are phenomena with which
1, at least, have been unacquainted, and must surely depend, for their
production, on sudden blockings of intraventricular drainage by menin-
gitic exúdate, and for their disappearance, on a reconstitution of a

normal fluid mechanism.

REPORT OF CASES

Case 1.—History.—L. C. P., aged 35, admitted to Bellevue Hospital on Feb.
2, 1921, had had headache for a week previously and a frequent twitching of the
left side of the face. On Feb. 2. he left his partner when apparently otherwise
in normal health, went into a subway train, became noisy and was therefore
ejected from the train ; became restless, yawned often and passed into uncon¬

sciousness. His tongue was coated, dry and lacerated, and the uvula was covered
with a white membrane. His pharynx was congested and his neck was rigid.
Kernig's sign was present. The pulse rate was 120, and his temperature was 104.
The systolic blood pressure was 150. Spinal fluid : raised pressure, clear, 70 cells
(98 per cent, lymphocytes). Globulin was increased, and the Wassermann
test was negative. The colloidal gold test showed normal precipitance. The
Wassermann test of the blood was negative ; a blood culture was negative.
There were 17,000 white blood cells per cubic millimeter of which 82 per cent,
were polymorphonuclears. There was incontinence of urine and feces. He
perspired profusely. There was punctate erythema over the back and buttocks
which faded in a few days. The throat culture was that of Staphylococcus
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aiireus. Blood chemistry examination revealed a slight nitrogen retention and,
oddly enough, a low blood sugar content. The fundi were normal. The
abdominal reflexes were absent. There was a Babinski sign on the left.

Course.—Two Days Later: The temperature was 100. He was no longer
unconscious, but was entirely amnesic for the events of his illness. He was
rational except for short periods at night. He had a severe headache and was

drowsy, but he was no longer incontinent. On the preceding day he became
conscious and was violent, requiring restraint.

Three Days Later:- The rash was disappearing. His temperature was
normal in the morning; 100 at night. He was drowsy, restless and had twitch¬
ing of the limbs and fingers. He complained of sensitiveness over the left
auricle and left side of the face. Examination of the ears was negative. He
yawned frequently.

Two Days Later : His speech was not clear. There was evidence of anomia.
He was fluent but incorrect in naming seen objects, and was embarrassed by
his mistakes. He continued in perseveration of his errors to his own confusion.

Eighth Day of Illness : He was stuporous aud refused to talk. His head
was retracted. Kernig's sign was more positive. Examination of the ear was

negative. There was tenderness over the left temporoparietal area and auricle.
The spinal fluid contained 81 cells (lymphocytes 92 per cent.) ; culture and
guinea-pig inoculation were negative; no tubercle bacilli were found.

Ninth Day of Illness : The stupor had largely disappeared, and he was
rational. He was well oriented but presented a complete picture of temporo-
sphenoidal aphasia, together with a central weakness of the right side of the
face. A radiogram of the skull at this date was negative for sinus disease or

fracture.
Tenth Day : In the morning he had fluent anomia, weakness of the entire

right side and hemianesthesia including the right cornea. There was ankle
clonus on the right. There were 20,000 white blood cells of which 81 per cent,
were polymorphonuclears. He was restless and tried to get out of bed. His
temperature was never higher than 100 F. at night and was usually normal by
day. The fundi were normal.

Twelfth Day : His condition was practically unchanged. The relative
weakness of the right arm and leg had decreased, but drowsiness was great and
the aphasia unchanged. The fundi were still normal.

Fourteenth Day: Hemianesthesia was less evident. Drowsiness was
severe. Occasionally he named objects correctly. On the next day no sign of
sensory defect could be made out. The aphasia was serious but it was improv¬
ing. Drowsiness was less severe. The fundi were normal ; owing to the
obvious suspicion that he had a brain abscess, these were examined daily,
despite daily improvement in the pyramidal abnormality and aphasia.

Eighteenth Day : On this day, when all sensory defect was gone, the right
hemiplegia reduced to a weakness of the lower part of the right side of the face
and absence of the right abdominal reflexes, and when the aphasia though still
severe, was clearly improving, I was astonished to find the nerve heads distinctly
hyperemic, the margins blurred and linear striate hemorrhages on the retinae.
Within twenty-four hours there was a swelling on each nerve-head of 4 diopters
which shortly afterward became 6 ; the veins became engorged and tortuous,
and splashing hemorrhages were seen around the disk and on the papilla itself.
From that time on there was a constant improvement in the focal signs and
symptoms, but the fundal state did not change for four and a half weeks ; then
rapid improvement and absorption of hemorrhages began so that restitution of

Downloaded From:  by a Tufts Univ. Hirsh Health Sciences Library User  on 03/17/2018



normal conditions in the eye as regards appearance and function was complete
in ten days. The patient is now perfectly well, with the exception of some

naming difficulty when fatigued.
Case 2.—History.— . O., a pregnant woman aged 30. had lobar pneumonia

on Jan. 23, 1921. Five days later labor began. Presentation was impossible and
embryotomy was performed. On the eleventh day of the pneumonia the fever
had disappeared, and the patient seemed to be having normal convalescence.
On February 6, she complained of severe headache and tenderness over both
mastoids ; the temperature rose to 100 F., and the pulse rate fell to 50 from 80.
The next morning she was stuporous and had a left hemiplegia ; she was rest¬
less, almost violent, and noisy. Next morning she was in coma, the temperature
was 103 F.. the pulse rate 100, and slight blurring of the disks was thought indef¬
initely to be present on both sides, but especially on the left. On that day she
had a dozen focal convulsions, beginning on the left side of the face, and at this
end involving both sides equally. On the second day of hemiplegia the blood
count was 12.000 white cells, of which 77 per cent, were polymorphonuclears.
On the third day there were 23,800 white cells, of which 83 per cent, were

polymorphonuclears.
The spinal fluid contained only 7 cells and was normal in all its reactions.

Five days after its onset, the hemiplegia began to clear up, the leg recovering
first. Consciousness returned slowly, and the patient could repeat a few words
after her husband. The temperature was 101 F., however, and a few hours
after regaining consciousness she developed visual hallucinations, and was
violent and disoriented for five days, after which she was mentally clear and
emotionally placid. During this stage the spinal fluid was normal, except that
it was under pressure and had a mononuclear content of 12.

Course.—Twelve days after the onset of her hemiplegia, the temperature,
pulse and respirations were normal. She had headache, especially over the
right posterior parietal region, but the palsy had disappeared from the face and
leg and was improving daily in the left arm. The optic disks were moderately
blurred, the margins, however, being clearly seen, and no swelling capable of
measurement was present. On the morning after this fundal observation, she
complained of increased headache and of not being able to see properly. The
right retina was then found to be the seat of several large hemorrhages, and on
the left were smaller hemorrhages ; these increased in size and number in both
eyes for seven days. Edema was 6 diopters in height, and no disk margin was
visible on either side. In this attack of optic neuritis there was no added
symptom beyond increased headache. Vision on the third day was reduced to
20/60 and paracentral scotomas were -present. On the seventh day after the
appearance of retinal hemorrhage, the swelling of the papillae began to subside,
the scotomas to decrease, the retinal blotches to contract and vision to return
to normal. At the present time this patient is without symptoms, but the disk
edges are not quite clear, though papilledema is negligible and vision normal.

Case 3.—History.—Mrs. R., aged 67, was seen by me in consultation with
Dr. Lloyd of Brooklyn in November, 1919. Her illness began two weeks before
my visit, with headache, moderate fever and intense pain in the back of the
neck. After some days she had moderate ptosis of the left eyelid which rapidly
became complete, and to which was added palsy of all ocular muscles served
by the left third nerve. She had no lethargy—there were no symptoms refer¬
able to a periaqueductal lesion. Fever never rose higher than 101 F.. and the
temperature was normal after the third week. There was slight rigidity of
the neck and a moderate Kernig's sign. The spinal fluid, in the third week of
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illness, contained 70 lymphocytes and was bacteriologically negative, and
negative also to the Wassermann test. In this same week she began to complain
of numbness and tingling in the right hand and to have a distinct naming diffi¬
culty, which in a week's time developed into an absolute temporosphenoidal
aphasia of fluent type. She then became violently excited, screamed often and
long, was disoriented and harbored constant vague persecutory delusions. The
fundi were normal throughout her illness. The condition remained practically
unchanged for three months, when rapid improvement occurred, so that in three
weeks or less she made only occasional errors in speech, and there was only
a slight ptosis of the left eyelid. This patient is now well, though upward
movement of the left eye has not returned, and her speech is normal. No out¬

spoken right pyramidal signs ever developed. The position of the lesion, which
I presumed to be a localized meningitic exúdate, must have been basal and must
have included the left third nerve as it winds around the crus, and also the
adjacent temporosphenoidal lobe. She complained throughout her illness of
pain and tenderness in the left temple. A careful radiographie examination
showed the sphenoidal and other sinuses to be free from disease. The localized
bony tenderness here is to be compared to the left auricular and facial tender¬
ness of the first case and the right posterior parietal tenderness of the
second. Kidney function tests were normal as was the blood chemistry
for nitrogen and sugar. A leukocytosis of 15,000, of which 65 per cent, were

polymorphonuclears, obtained in the second week of her illness.
Case 4.—History.—A. B., a woman aged 46, complained in December, 1920.

of insomnia, headache and a feeling of mental confusion. In January she became
disoriented and noisy, and was admitted to the psychopathic department of
Bellevue Hospital. Her blood pressure was : systolic 290, diastolic 70. but no

renal defect could be discovered, though the fundal eye vessels were distinctly
sclerotic. After a month her mental condition was again normal, but on March
3, she was stuporous with paresis of the left side, had half-sided patho¬
logic reflexes and was incontinent of urine with some impairment of speech
and orientation. There was acute tenderness over the right parietal area. The
spinal fluid contained 29 cells per cubic millimeter and was culturally negative.
The Wassermann test was negative in the blood and spinal fluid.

Course.—Three days later the fundi presented the appearance described in
the other cases—profuse hemorrhages splashed on and around the disk which
was itself acutely swollen. She was garrulous and unaware of her surround¬
ings ; she vomited and was incontinent. These symptoms lasted until March
21, and to them was added a complete left hemianopia. Amelioration of all
abnormal conditions then began ; inside a week she was clear mentally, felt and
looked well, and the left hemiparesis and hemianopia had quite disappeared.
The papilledema had almost disappeared, and the retinal hemorrhages were

undergoing absorption. In May, 1921, she presented no signs or symptoms of
her illness, though essential hyperpiesia was maintained as before her acute
condition occurred.

Case 5.—History.—C K., aged 20, in February. 1920. had severe left-sided
headache for two days, after which she awoke in the night and found herself
unable to move the right arm or leg. She became frightened, screamed loudly,
became unconscious and remained so for two days and nights. On recovering
consciousness she was excited, required restraint and was completely aphasie.
These conditions, together with urinary incontinence, lasted for twelve days,
after which she became rational again and the aphasia rapidly improved. She
was admitted to the neurological department of Bellevue Hospital on March
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Case 4.—These fundal phenomena developed inside twenty-four hours during
the tenth week of illness. They persisted for only seventeen days and then
began rapidly to improve so that the fundi again became normal. (Drawn by
Dr. Fairbanks, Bellevue Hospital.)
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8, 1920, for "nervousness and right hemiplegia." She had no trace of aphasia
then; the hemiplegia was only relative in degree and most evident in the right
leg. The fundi—normal on admission—were covered two days later with
hemorrhages," and the papillae were invisible through swelling. On this day
she had severe left parietal headache; she vomited and was restless and uneasy.
Lumbar puncture showed a fluid under increased pressure, of a light yellow
color, thicker than usual and containing 20 lymphocytes. Papilledema was at
its height in three days from its inception; it then rapidly retrogressed and
in ten days no swelling could be made out. In three weeks all trace of the
hemorrhages had also disappeared. This patient today—fifteen months after
her illness—is normal except for a spastic cerebral paresis of the right lower
extremity.

CONCLUSION

One cannot view the rapidly fluctuating syndromes of these cases, of
true epidemic encephalitis, or of acute disseminated sclerosis, without
being impressed by the rôle played by edema in cerebral lesions, and
the different prognosis produced by mere physiologic block on the
one hand and by obliteration of structure on the other.
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